Median duration of stay Males 9 4 days 8-9 days Females 14-0 days 13-5 days by patients having abnormally long or short waiting times at the ends of the distribution. Waiting time is the interval between the date a case is placed on the waiting list, or booked, and the date ofadmission. This period does not include the two or three weeks wait for the first outpatient appointment. When even the patient knows he has a lump, why can the general practitioner not automatically put the patient on the waiting list? If there is a complication or misdiagnosis when the patient is admitted, there will still be a considerable saving of time in dealing with the condition on the spot. Cannot many discharge letters be written before discharge from hospital? The work must be done and no time is saved by putting it off.
I cannot believe that hospital doctors have so mystical an expertise as compared with general practitioners that their assessment of a hernia scar justifies routine outpatient follow up.
Capacity for Work
The most dramatic reappraisal of traditional ideas ofrecovery rates has occurred in cases of coronary thrombosis. Perhaps because we can identify ourselves readily with those who suffer this catastrophe, we attempt to assess accurately the damage and its significance. We vigorously encourage the patient to return to a normal life, and we quantify what that normal life entails. I have frequently read that a cardiac scar is well healed within six weeks. I have been unable to find a similar statement concerning scars of the abdominal wall, in particular herniorrhaphy scars. If a coronary patient can return to work within weeks, upon what grounds do we advise patients who have had abdominal operations (particularly hysterectomies, for some possibly Freudian reason) not to work for three months?
I believe that physical medicine is not geared closely enough to an understanding of the effort requirements of ordinary life. Although many physiotherapists work in the general wards, most of the activity of a department of physical medicine is carried out in that department. I believe that physical medicine staff could benefit from experience of the work done in the community around the hospital. How many of us correctly assess the effort involved merely in keeping house, or carrying shopping, or feeding and looking after a baby? I have often argued about the latter when trying to assess the fitness of unmarried mothers who must return to work very soon after delivery. I am often struck by the significance of the effort in getting from home to work. Often the real difficulties in rehabilitation arise in those who are almost fully capable of their normal work, but who are unable to get to it and home again. Summary (1) The effect of disease on our gross national product, and therefore on the standard of living enjoyed by the community, is our concern, a responsibility we all share.
(2) Etiquette and ethics are not synonymous. Neither should conflict with the interest of the patient. Privileged information can flow between professional colleagues.
(3) The role of each of us, whether ancillary staff, nurse or doctor should be critically re-appraised to utilize individual expertise and capability to the full. (4) We care for the whole population all the time, not just for that proportion arbitrarily labelled 'sick'.
(5) Physical medicine should be available to every patient, both in the hospital as an outpatient, and while at work. Industrial absenteeism is an emotive subject because individual action is at variance with the needs of the community.
A century ago an individual worker was considered so unimportant that a family might starve if a breadwinner absented himself from work for any reason. Nowadays by contrast it is possible for anyone to absent himself without danger of social repercussion. Our modern democratic society wisely tolerates a wide variety of individual actions; many of these are selfishly motivated and some are antisocial. If antisocial Section ofPhysical Medicine individual behaviour affects the community adversely, the community shows its disapproval by creating and then enforcing laws. In a democratic society the interests of the individual (the defence) are argued against the interests of the community (the prosecution) in front of a judge and jury.
Industrial absenteeism in our competitive society creates just such a conflict between the interests of the individual and the community; yet we find a single GP expected to judge an individual's motives and act as defence, prosecution, and jury rolled into one. Such a role is in direct contradiction to that of personal doctor and cannot be fulfilled justly by one individual.
Society expects the GP to assess and correct the motivation as well as the illness of the individual absentee. For example, a company director complains bitterly that GPs are completely irresponsible in their permissive attitude to sick notes but his company would not dream of taking any action against a man who has a certificate on which the doctor has deliberately written, 'This Inan states that he is suffering from ....' A GP's job is primarily to see that no one gets to work who is ill and not that no one is absent who is well. People who are not directly involved fail to realize that motive, not morbidity, is the main difficulty.
Motive affects morbidity in three ways:
(1) Malinzgering: The malingerer aims to deceive the doctor and the outside worldbut not himselfby deliberately fabricating symptoms. The frequency of malingering is impossible to assess but most GPs would probably agree that for short illnesses (1-6 days) it is not uncommon.
Thus, a patient can truthfully complain of diarrhoea. but need not let the doctor know that he took an aperient the night before. Similarly, only a very rash GP would allow a patient who complained of left-sided chest pain to go to work no matter how suspect were the patient's motives. If individuals are subjected to increasingly unpleasant stresses, so the tendency to malinger rises, e.g. the active combatant, the prisoner, the concentration camp detainee, &c. I believe that if working conditions are right, the mentally normal, happy individual rarely malingers. I also believe that anyone with a modicum of intelligence can successfully malinger and deceive any doctor.
(2) Hysteria: The hysteric deceives himself but rarely the doctor or the outside world. Symptoms are genuine to the patient. The motive usually follows inadequacies of personality or family. Apart from involving financial compensation, hysteria is rarely a cause of absenteeism in normal individuals.
(3) Motivated morbidity: I have introduced this term to cover what I consider to be the largest single cause of absenteeism. At the height of the 1969-70 'flu epidemic I developed a trivial cough: Was this 'flu? If so, what would happen to the work? My threshold of awareness to symptoms was lowered, I felt sure I had a fever and was developing tracheitis and backache. In fact my cough disappeared next day but if I had had to go to a boring, tedius job I might have stayed off work and looked after myself.
Thus, the usual cycle of events is as follows: Previous attack or trigger symptom plus motive leads to lowered threshold of awareness to all relevant symptoms. This in turn leads to further symptoms which produce an exaggeration of 'morbidity awareness', with suppression of 'motive awareness'.
Recently I asked ten working men what symptom they would choose if they had decided to malinger; eight of them chose backache. An analysis of backache from four different practices in north-east England reveals the following information. The three urban practices show similar prevalence rates for men and women -78-4 per year per 1,000 adult males and 87-4 per year per 1,000 adult females. The higher prevalence in women was not due to gynxecological causes; comparatively few of the women were eligible for 'sick pay'. This suggests that those figures for backache are not much increased by either malingering or motivated morbidity; like the proverbial needle in a haystack, however, the few cases present will be harder to find.
A further analysis of the males in the tlhree urban practices (Table 1) shows almost identical prevalence rates (82-8, 82-3, and 70 0 in each). Yet the number attributed to prolapsed intervertebral discs differed considerably from practice to practice (46-4, 14-0, and 28-2 per 1,000 adult males per year). Discussion of these differences with the doctors concerned revealed that criteria of diagnosis were arbitrary and differed considerably between doctors as well as practices. The rate of reported backache is much lower in the country practice, D, either because the patients suffer from less backache or because they do not report it so readily to the doctor. In the three urban practices the total rates are almost identical but there is considerable variation in the apparent rates for lumbago, prolapsed intervertebral disc and unspecified backache. These differences probably represent purely arbitrary differences in the use of diagnostic labels by the doctors concerned. No wonder backache is widely recognized among our labour force as a happy hunting ground for motivated illness. Even if the GP had radiological and specialist advice immediately available, I doubt if certainty of diagnosis could be greatly increased. Lack of diagnostic certainty renders the doctor ineffective when the community expects him to assess and prevent absenteeism using medical grounds. There are, however, other disadvantages about the doctor's role here:
(1) Ethically his position is dubious. Only under extreme legal pressure would a doctor divulge information about the presence of stolen property in a patient's home. Similarly divulging his suspicions about a patient's suspicious motives when ill, either to State or employer, is also ethically doubtful.
(2) Mutual loss of respect: Any deception, either subconscious or conscious, between doctor and patient leads to loss of respect for each other.
(3) Wastage of time and money: The patient comes to the doctor for a sick notebut the doctor must nevertheless question, examine, and treat the patient even though this is not what either patient or doctor wish.
What is the answer to this problem ofmotivated morbidity? We have seen that the doctor is in no position to solve the problem from the morbid angle, his job is to deal with clinical illness. The answer must come from those who create the motive, i.e. the management, the patient, social security and society as a whole. Management can do much here. Nosworthy (personal communication) has shown that by detailed knowledge of its own shift system a firm can pin-point 'temptation days' when workers are most liable to be absent. Repeated bad timekeeping on such days can then be discussed openly in terms of facts without emotion between management, worker and shop steward. A detailed local knowledge of shift systems, race meetings, working conditions (bonus schemes and incentives, &c.) is a better weapon to curtail motivated morbidity than increased medical expertise. I would advocate a trial of experimental schemes aimed at greater understanding of motivation and reducing the need for the now often meaningless sick note from the patient's GP. I believe that without great difficulty both management and the community could work out a juster and more effective system than the present one with great benefit to everyone. by this it was difficult to get anybody to define it. So I have spent the last nine years trying to work out the details and to develop the administrative methods by which this can be realized.
It was Dr Andrew Raffle who gave the clue. He suggested that occupational health was a two-way relationship between work and health. It is quite easy to show that there are many aspects of work which are liable to damage health; it is rather more difficult to demonstrate what aspects of health damage the capacity to work. Also, it is quite easy to see that we can have a government department which is concerned with the situation at work in so far as it may damage health, but it is not so easy to envisage a government department which is concerned with health and its relationship to work. So what we have at the present time is a very odd situation in which several government departments, notably the Department of Employment and Productivity, but also the Ministry of Agriculture, the Ministry of Power, the Board of Trade, the Treasury -I think about fourteen different government departmentshave a concern with working conditions as they affect health; but the National Health Service, which ought to be concerned with health as it affects work, is not specifically concerned at all. This is the big difficulty.
A new Bill is coming up before the House of Commons in this Session to establish an Employment Medical Advisory Service'. This is a service to replace the old Appointed Factory Doctor system, which has existed under one name or another since 1844.
The trade unions can see quite easily the nature of the interrelationship in one direction, ' The bill failed to complete the committee stage before the General Election of June 1970
